The consultative practice of clinical medical ethics is a relatively new service available to physicians, patients, and families facing difficult decisions about medical care. 1 Although hospital ethics committees have been around since 1971, formal ethics consultative services were first introduced in the early 1980s. 2 Ethics consultations are used as mechanisms to help physicians, patients, and families reach treatment decisions that often involve conflicts over values. The goal of these consultations is to "improve the quality of patient care by identifying, analyzing, and attempting to resolve the ethical problems that arise in the practice of clinical medicine." 3 Studies that evaluate the effectiveness of ethics committees and consultative services have only recently begun to appear in the literature. La Puma et al. 4 retrospectively reviewed 51 ethics consultations that took place in a teaching hospital and reported that, in 71% of the cases, the requesting physician stated that the consultation was "very important" in managing patient care, clarifying ethical issues, and learning about medical ethics. In 96% of the cases, the requesting physician indicated that he would request an ethics consultation in the future. In other studies, physicians reported that they were satisfied with the role of the ethics consultant in clarifying ethical issues, educating the health care team, and increasing confidence in management decisions. [5] [6] [7] [8] Most of the studies on ethics consultations have focused on the views of physicians on the utility of ethics committees and consultants. These studies have generally consisted of cases involving adult patients, with only a small percentage involving children. Orr and Perkin 9 were the first to report an evaluation of pediatric ethics consultations performed by an individual clinical ethics consultant. Tulsky and Lo 10 criticized the lack of patient and family input in the evaluation of ethics consultations. Subsequently, two studies have been published 1, 8 that explored ethics consultations from the perspectives of patients and families. Both investigative groups concluded that patients and family members found ethics consultations to be less helpful than did physicians.
This study attempts to evaluate ethics consultations performed at a pediatric teaching hospital, comparing the opinions of physicians and families. Using a retrospective investigative design, physicians and family members of pediatric patients involved in ethics consultations were interviewed to determine whether they found the ethics consultation to be helpful; whether they found the ethics consultant to be useful in identifying, analyzing, and resolving ethical issues; and whether they were ultimately satisfied with the medical decisions that were made.
In the fall of 1990, a physician-ethicist was recruited by the San Diego Children's Hospital and Health Center (SDCHHC), a 220-bed pediatric teaching hospital, to serve as the hospital's sole clinical ethics consultant. This consultant was a middle-aged, white, male, board-certified internist with medical ethics training as a visiting professor and scholar at several ethics centers. His self-described consultative style was to seek dispute resolution following a stepwise approach. From 1990 to 1995, an ethics consultation could be requested by a patient, a family member, a social worker, or any member of a medical team taking care of a patient. Once an ethics consultation was requested, the consultant reviewed the medical chart, examined the patient if appropriate, and talked individually with members of the medical team and family. At the completion of the evaluation, the consultant entered a formal consultative report in the patient's medical chart, including his assessment, ethical analysis, and recommendations. Follow-up meetings with health care team members and family members were arranged as needed. The consultant presented each of his cases to the hospital ethics committee at regular intervals. Disputes that could not be resolved during the consultation were referred to the entire ethics committee.
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METHODS
A retrospective analysis was conducted of the first 40 consecutive cases (September 4, 1990 to April 10, 1995) referred to the consultant for an ethics consultation at SDCHHC. The goal was to study and compare the overall acceptance and satisfaction of pediatric ethics consultations by physicians and family members. Approval for this project was granted by the Human Subjects Committee of the University of California San Diego Medical Center and by the Institutional Review Board of SDCHHC. Care was taken to assure that the conclusions drawn in this study were not influenced by the ethics consultant. The collection of data, including chart reviews and interviews, was conducted and recorded independently of the consultant.
The medical records for each patient were reviewed to determine demographics, including age, sex, ethnicity, surrogates, and payer. In addition, the patient's state of health before hospital admission was noted, as well as the diagnoses and modalities of technological support before the ethics consultation. A second research assistant crosschecked 13 of 40 medical records to confirm the accuracy of data extraction from the medical records.
Written notes kept by the ethics consultant were used to determine who requested the consultation, why it was requested, when it was requested, who was interviewed, what ethical issues were involved in the opinion of the consultant, and what recommendations were made by the consultant. In addition, any follow-up meetings or changes made in patient treatment after the consultation were recorded, as well as the survival data of each patient.
The attending physician and family members involved in the consultations were then contacted for structured phone interviews. Social workers involved in each of the cases were interviewed for those physicians who could not remember the patient and/or the ethics consultation. The format of the interview included a series of 5-point Likert scale questions and open-ended questions that allowed for narrative comments by the respondent. Physicians and families were asked to rate their feelings during the ethics consultation and their satisfaction with the ethics consultant at identifying, analyzing, and resolving ethical issues; educating the health care team or family; and increasing confidence about decisions made regarding patient care.
Furthermore, the interviewees were asked for their definition of an ethics consultation, what ethical issues in their opinion were involved in the case, what impact the consultation had on patient management, what the survival status of the patient was after the consultation, what feelings they had during the ethics consultation compared with the feelings they have now, and whether they would recommend an ethics consultation to others facing a similar situation.
RESULTS
Between September 4, 1990 and April 10, 1995, ethics consultations were completed for 40 patients. Of these consultations, two were discarded from the study because the medical record could not be located, and three were discarded because the ethics consultation had occurred after the patient's death and did not involve discussions with the family. Telephone interviews were attempted with the physicians or social workers involved with the 35 remaining consultations. Twelve physicians and five social workers were successfully interviewed regarding 23 of 35 cases (66%). Of the 23 consultations with completed physician or social worker interviews, 11 families were unable to be located. Five families spoke only Spanish and were not interviewed because of a lack of an interpreter. Telephone contact was made with seven families, three of whom declined to be interviewed, so that four family interviews were completed (17% of the 23 cases with completed physician or social worker interviews).
Patient demographics are shown in Table 1 . The average age of the 23 patients with completed physician or social worker interviews was 3.37 years. The range of ages was 1 week to 13 years. The average age of the four patients with completed physician/social worker and family interviews was 5.54 years.
Nineteen of the 23 ethics consultations (83%) were requested by attending physicians, two in conjunction with the parents of the patient and one in conjunction with a social worker. Two (9%) consultations were requested by parents alone, and one (4%) by a social worker alone. One consultation was requested by the pediatric house staff as part of an ethical case conference.
At the time of consultation, 19 (83%) patients were on one or more modalities of technical support. Of these patients, 9 were dependent on one modality, and 10 were dependent on two modalities of technical support. Of the 19 patients, 15 were on ventilators, 10 were on feeding tubes, 2 had ventriculoperitoneal shunts, 1 was receiving total parenteral nutrition, and 1 was on extracorporeal membrane oxygenation.
Nine of the 23 patients (39%) died during hospitalization. Seven of the nine died after ventilator support was withdrawn. The other two died from respiratory failure after the initiation of comfort care measures. The survival data of the 14 patients who survived until discharge are incomplete. At least six patients were known to be deceased after discharge during the time of the study. Only one patient was known to be living at the time of the family interview.
Of the 23 patients, three (13%) had been healthy before the illness or injury that caused the hospital admission, with the other 20 patients being chronically ill. Of the 20 chronically ill patients, 6 had cerebral palsy of unknown etiology, 5 had major congenital anomalies, 5 had suffered from perinatal asphyxia, 1 had AIDS, 1 had necrotizing enterocolitis, 1 had epidermolysis bullosa, and 1 required a heart/lung transplant.
The ratings of the ethics consultation by physicians and social workers can be found in Table 2 . Over 90% of the physicians and social workers who were interviewed agreed or strongly agreed that the consultations were helpful, informative, and supportive. The interviewees were mixed on whether the ethics consultations were stressful. Only 30% agreed or strongly agreed that the consultations were stressful. Of the four family interviews, half of the interviewees agreed or strongly agreed that the consultations were helpful and informative. Three of the four families strongly agreed that the consultations were stressful. Two of the four families strongly disagreed that the consultations were supportive.
The interviewees were also asked to rate the importance of the ethics consultant in identifying, analyzing, and resolving ethical issues; educating the medical team or family; and increasing confidence in patient management. The responses by physicians and social workers are shown in Table 3 . Over 90% agreed or strongly agreed that the ethics consultant was important in identifying and analyzing ethical issues. Seventy percent agreed or strongly agreed that the consultant was important in resolving ethical issues, 74% agreed or strongly agreed that the consultant was important in educating the medical team, and 78% agreed or strongly agreed that the consultant was important in increasing confidence in patient management. Over 90% would recommend an ethics consultation to others in the same circumstances. Of the four family interviews, only two of the interviewees agreed that the ethics consultant was important in identifying and analyzing ethical issues, educating the family, and increasing confidence in patient management. Three of the four families strongly disagreed that the consultant was important in resolving ethical issues. Only two of the families would recommend an ethics consultation to others in the same circumstances.
The ethical issues identified by the ethics consultant and the interviewed physician or social worker are tabulated in Table 4 . The consultant identified an average of 1.5 issues per case, and the physician/social worker identified an average of 1.3 issues per case. In 100% of the cases, the issue of providing or withholding treatment was identified by the consultant and the physician/social worker. Treatment conflicts between the family and the medical team were identified by the ethics consultant and the physician/social worker in 17% and 13% of the cases, respectively. Follow-up meetings took place in 6 of 23 consultations (26%). Treatment changes as a result of the ethics consultation occurred in 14 of 23 cases (61%). Mechanical ventilation was discontinued in 8 cases, DNAR (do not attempt resuscitation) orders were written in 4 cases, intravenous fluids and nutrition were discontinued in 3 cases, monitoring and medicines were discontinued in 2 cases, and hospice care was initiated in 1 case.
Solicited and spontaneous comments from the interviewees were reviewed. The majority of the comments from the physicians and social workers were positive. Many of the interviewees were grateful for the help and "hand-holding" that ethics consultations provide to health care workers who are making difficult decisions "that conventional medical training doesn't help us with." One physician stated that it was necessary "to have someone else to tell us that it is o.k., right, and normal to allow a patient to go with dignity. . . , and that it needs to be discussed openly." Another remarked that the consultation was good "at delineating issues and, more importantly, allowed different staff members to voice their views on the situation and on their own personal conflicts."
Other interviewees expressed their gratitude that families were supported during the ethics consultative process. One social worker stated that the consultation "was the first time the family was offered things they wanted for their child and were given choices that they wanted but didn't know how to articulate." Another stated that the consultation "was a positive process for the family, especially with the process of grieving."
A couple of the interviewees expressed their reservations about the ethics consultative process. One physician felt that individual ethics consultants are often not "team players," especially when they are requested by individuals other than the attending physician. "When consults come in from the side. . . they can disrupt teamwork, disrupt patient care, and cause stress and problems among the caregivers."
Because so few families were successfully interviewed, meaning- ful statistical analysis to compare interview responses between families and physicians/social workers could not be performed. However, we present two case studies in which family interviews were completed to illustrate contrasting perspectives on the ethics consultation.
Case 1
A 6-year-old white boy suffered from a progressive neurologic disease and had been in and out of the hospital many times since birth. He required a feeding tube and ventilator support. An ethics consultation was requested by the attending physician to determine what treatments were in the best interest of the child. The family was insisting on continuing aggressive life-sustaining treatment, offering to supplement it with continuous nursing care at home. The health care team was concerned about whether the parents had a realistic understanding of the child's prognosis and care requirements. After several sessions with the health care providers and family members and friends, the ethics consultant raised the option that life support be withdrawn in favor of comfort care. The family agreed, life support was withdrawn, and the patient died peacefully in the hospital.
Both the attending physician and family are strongly in agreement that the ethics consultation was helpful, informative, and supportive; that the ethics consultant was important in identifying, analyzing, and resolving ethical issues; and that they would recommend an ethics consultation to others in the same circumstance. The mother of the patient states that the consultation involved "morality" issues and that it helped the family "to understand that there was suffering, that he would never get better." She concludes by saying that the ethics consultation service "is invaluable because the hospital doesn't always have time to spend with families, to put the person first."
Case 2
A 5-year-old Hispanic boy suffered from AIDS that was contracted from the mother. The father of the child was also HIV-positive. The patient had been in and out of the hospital many times since birth. The family and the medical team were in disagreement over what medications the patient should receive, with the physician advocating for more aggressive hospital-based treatment than the mother wanted. An ethics consultation was requested by the attending physician and the mother to determine what the treatment options were for the patient and whether the mother could provide less aggressive care for the patient at home. The ethics consultant suggested that it was ethically appropriate for comfort care to be initiated and that the mother could receive hospice home care assistance. This was agreed to and the patient eventually died at home under hospice care.
The social worker strongly agrees that the ethics consultation was helpful, informative, and supportive. Although she disagrees that the ethics consultant was important in educating the medical team and increasing her confidence in the patient's medical treatment, she agrees that the consultant was important in identifying, analyzing, and resolving ethical issues and would recommend an ethics consul- tation to others in the same circumstances. She feels "wonderful" about the consultation, "that it was very much needed," and "that everyone was in agreement." Ironically, although the mother's choice was supported by the ethics consultant, she was very dissatisfied with the ethics consultation. She strongly remembers the consultation to have been very stressful and that she was "disgusted, aggravated, and frustrated" and felt that she had no say in her child's life. She concludes by saying she was "naive" because the ethics consultant was unfamiliar to her and his role was not explained to her before she met him.
DISCUSSION
This study of the first 40 consecutive ethics consultations conducted over a 4.5-year period at SDCHHC is unique because it is the first to evaluate the consultations of a single clinical ethics consultant at a pediatric teaching hospital. Previous studies have investigated the impact of pediatric ethics committees 14, 15 or the role of ethics consultants at teaching or community hospitals that treat a mixture of adult and pediatric patients. 6, 7 This study also attempts to address the impact of ethics consultations on the families of pediatric patients but is limited by a low family interview response rate.
In general, the physicians and social workers interviewed in this study were satisfied with the impact that ethics consultations had on patient care and would recommend an ethics consultation to others facing similar circumstances. This satisfaction level is consistent with previous studies that have shown that physicians find ethics consultations to be helpful 71% to 90% of the time. 1 The most common reason for ethics consultations in this study and previous studies is the issue of providing or withdrawing treatment. This issue was equally identified by the ethics consultant and the interviewed physician/social worker.
In the four cases with completed family interviews, family satisfaction is mixed. The family interview response rate in this study (17% of 23 cases) is lower than that of the few preceding studies in which ethics consultations were evaluated from the views of patients and families. McClung et al. 8 reported a 70% patient and family response rate from 20 cases, and Orr et al. 1 reported a 65% family response rate from 86 cases. Despite the small sample size of this study, the low level of family satisfaction is similar to that found in the other studies. McClung et al. 8 found that patients and their families "were far less likely to rate the consult as beneficial" (65%) than were physicians and nurses (95%). Orr et al. 1 reported that only 57% of families found ethics consultations to be helpful. Both studies found that negative opinions occurred whether or not the consultant "had supported and advocated for the course of action recommended by the family." 8 Some investigators speculate that "anger about perceived communication lapses among families, patients, and the health care team may be transferred to the ethics consultant" and "that the consultant's assessment of the degree to which the intervention actually improved communication may be unduly influenced by the interaction with the professional staff." 8 These hypotheses are supported by case 2, where the ethics consultant and social worker had positive impressions about the group process resulting from the ethics consultation, yet the mother remembers the consultation in a negative light and feels that the ethics consultant's role was not well communicated to her. Although the ethics consultant in this study always made an effort to describe his role at the beginning of his contact with each family as not seeking to make the decision but rather to assist decision-making, it is evident that better preparation for this unfamiliar and often emotionally stressing process could have been made by health care providers who already had a relationship with the family. This type of communication gap needs to be identified and evaluated in future ethics consultation studies. This is particularly important because the ethics consultant is often the first person to bring up bad news, which patients and family members do not like to hear from strangers, especially when the stranger tries to introduce the full range of treatment options, including alternative therapies that may be distressing for the family to think about. In the other case with a negative response from the family, the ethics consultation was requested by a social worker over the objection of the physician. The social worker was concerned that the physician was presenting only the most aggressive treatment option for the family to consider. The physician adversely affected the process by openly disparaging it to the family.
The major limitation of this study is the low number of family interviews. A few families refused to be interviewed, but for the most part the difficulty lay in contacting families who had relocated to Mexico and other areas of California. Also, Spanish-speaking families were not interviewed to avoid any misinterpretation of subtle cultural nuances in their interview responses. The evaluation of ethics consultations from the perspectives of foreign-speaking patients and families is an uncharted area, and future studies are needed to address the difficulties in carrying out the ethics consultative process across language and cultural barriers.
As the role of the ethics consultant in patient management continues to become more accepted by health care workers and families, developing guidelines for the practice of ethics consultative services and a standardized approach to the evaluation of these consultations is imperative, especially because they are now mandated for hospital accreditation. 16, 17 It is clear from the few studies that have included the views of patients and families that these perspectives have previously been overlooked and should now be a part of all future evaluations. By identifying and analyzing situations in which health care workers, patients, and families may disagree in their interpretation of ethical issues, ethics consultants will be better prepared to facilitate communication among the involved parties.
